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iris of the eye via intricate neural connections (Ernst, 2000). 
alternative healthcare practitioners, namely iridologists. Acco
ear is situated between 10h00 to 10h45 in the right iris and b
et al., 2000). 
                     
Afr. J. Traditional, 
omplementary and 
lternative Medicines 
.africanethnomedicines.neOGY 
*Swanepoel 
f Pretoria, South Africa, Pretoria 0002 
 4202949, Fax: 27 12 4203517 
rkings on the iris exist, but to date the 
 investigated. This study therefore aimed to 
tion of moderate to profound sensorineural 
ith an iridologist, blind to the actual hearing 
th and without hearing loss.  Fifty hearing 
 of 15 and 19 years, controlled for gender, 
the randomised set of participants’ irises.  A 
 iridological analyses with a false negative 
respective sensitivity and specificity rates 
ing status indicated a statistically significant 
tistically significant sensitivity and specificity 
parable to those of traditional audiological 
ss in humans, including its identification, 
ologist is the initial detection or identification 
002). A number of techniques, including 
als, and objective techniques relying on 
ve been developed to identify the presence 
002). All these techniques however, rely on 
surements or by means of a behavioural 
y screening other parts of the body for 
 field of audiology to date. Observing signs 
he field of iridology.  
 diagnose medical conditions by analyzing 
ntation of the iris (Hauser et al., 2000). The 
e body is represented on the surface of the 
Iridology is practiced by complementary or 
rding to iridological charts, the zone of the 
etween 1h45 to 2h00 in the left iris (Hauser 
 206
Stearn and Swanepoel  Afr. J. Trad. CAM (2007) 4 (2): 205 - 210 
 
Isolated reports in the iridological literature have indicated that pathology of the ear does register 
as changes in the pigmentation of the iris (Hauser et al., 2000; Kleinstein et al., 1984; Hall, 1980). These 
include a report that fibers of the iris in the area representative of the ear part, revealing a darker layer of 
damage in response to loud music over long periods of time in persons suffering from hyperacusis (Hall, 
1980). A study investigating iris color and noise induced hearing loss indicated a significant relationship 
between iris color and high noise exposure in contrast to no significant relationship in cases with low 
noise exposure (Kleinstein et al., 1984). Other hearing related pathologies, such as Ménière’s disease 
have been reported to register on the iris in the zone representing equilibrium of the ear (Hauser et al., 
2000). Ménière’s disease is proposed to be caused by an excessive collection of endolymph in the 
cochlea, and it too, results in a permanent sensorineural hearing loss (Stach, 1998). If these isolated 
reports indicate that the practice of iridology may contribute to the field of audiology by allowing an 
alternative method of identifying hearing loss, it is important that this possibility be investigated.  
An increasing emphasis on a holistic approach to healthcare is emphasizing such evidence-
based inclusion of complementary or alternative medicine into a traditional western model of healthcare. 
The South African Department of Health has affirmed this move toward holistic healthcare by resolving to 
ensure that alternative approaches and affordable solutions for dealing with health problems are 
investigated (Department of Health: Documents, 2004). As the demand for complementary or alternative 
medicine increases, the need for integration into the national healthcare system also increases. These 
practices should not however, be integrated into the national healthcare system based merely on public 
demand, but on the basis of efficacy evidence (Barnes et al., 1999).  
Evidence for complementary or alternative approaches to medicine will not only encourage the 
inclusion thereof in existing healthcare systems but will also increase referrals. A recent study 
investigating primary healthcare professionals’ perceptions on integrating complementary or alternative 
medicine into primary healthcare indicated that although a high percentage of primary healthcare 
professionals had previously referred patients for complementary or alternative medical treatments, only 
36% had referred on the basis of evidence that complementary or alternative medicine is helpful (Van 
Haselen et al., 2004).  
The role of iridology as a complementary approach to identify hearing loss is an area of 
investigation with no research-based reports documenting evidence. This study therefore aimed to 
explore the efficacy of iridology in identifying the presence of hearing loss.  
 
 
Materials and Methods 
 
This exploratory study aimed to determine the efficacy of iridological procedures to identify or 
screen for sensorineural hearing loss in a selected group of adolescents, by means of iridological 
procedures. A controlled trial was conducted with an iridologist, blind to the actual hearing status of 
participants, analyzing the irises of participants with and without hearing loss. 
A convenience sample of participants included 50 hearing impaired and 50 normal hearing 
individuals between the ages of 15 and 19 years. Although participants in this study were adolescents, 
iridology can be used in the pediatric and adult population as well, although the efficacy of identifying 
hearing loss by means of iridology has not yet been reported in these age groups. Hearing impaired 
participants were required to have a moderate to profound bilateral sensorineural hearing loss, which was 
confirmed from audiologic records conducted in the previous two months. Normal hearing participants 
were required to undergo an audiological assessment to ensure that their hearing was within normal 
ranges (0-15 dB) across the speech frequencies (500 – 4000 Hz). Normal middle ear functioning was 
controlled for by tympanometry for both hearing impaired and normal hearing participants to ensure that 
middle ear pathology did not influence the results of the iridological analysis. Gender was equally 
distributed for both the hearing impaired and normal hearing participant groups. The mean age of hearing 
impaired participants was 16 years, whilst the mean age of normal hearing participants was 17.5 years. 
One qualified iridologist in full time private practice, with three years of clinical experience, analyzed 
participants’ irises.  
Irises were analyzed from photographs of participants’ eyes using Jensen’s chart of iridology. 
Analyzing irises of participants from photographs is one of the two commonly used methods in iridology,  
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the other involving direct observation of the iris through a magnifying glass. Photographs were taken by 
the researcher after careful instruction by the iridologist using a digital camera with a pixel resolution of 
7.2 mega pixels. The photographs were taken in a well lit room, using a light to illuminate the participants’ 
eyes. Both the eyes of each participant were photographed simultaneously. The distance from the 
participants’ eyes from which the photograph was taken was approximately 20 cm. The iridologist 
received photographs of the irises in digital format to analyze in her practice.  
Data collection consisted of two phases, namely a pre-evaluation pilot phase and the actual 
research phase. The iridologist remained blind with regards to the hearing status of participants. This was 
achieved by ensuring that the iridologist never met the participants and only analyzed the irises after 
random numbers were assigned to the photographs. The iridologist was instructed that photos of irises of 
hearing and hearing impaired participants would be presented at random. Analyses of photographs of 
irises were done per ear for each subject. The iridologist was asked to provide one of two responses after 
examination of photographs of a subject’s irises, either indicating the presence of a hearing loss or the 
presence of normal hearing as determined by iridology. 
 
 
Results 
 
The categories identified by the iridologist are displayed in figure 1. 
 
 
21%
32%
47%
Hearing loss
Normal hearing
Discarded
 
 
 
 
 
 
 
 
 
 
 
 
 
            Figure 1: Categories identified by the iridologist in the analysis of subject’s irises  
                  (n=100) 
 
The iridologist discarded 47 photographs due to inadequate picture quality for iridological analysis as 
judged by the iridologist. This high percentage of photographs that were discarded does not reflect 
validity of iridological procedures, but rather the validity of procedural aspects of this study. Of the 
remaining 53 photographs of the sample, the iridologist positively identified 40% (n=21/53) as having a 
hearing loss, and the remaining 60% (n=32/53) negatively as having normal hearing. The number of 
correctly identified cases was 37 out of 53 participants (70%), whilst the number of incorrectly identified 
cases was 16 out of 53 participants (30%).  
The true and false, positive and negative results of the iridologogical analyses of compared to 
subject’s actual hearing status are represented in Figure 2. False positive identification by means of 
iridology was double that of false negative results. The overall percentage of false iridological analyses 
comprised 30% (n=16/53) of all judgments made. The sensitivity, reflecting true positives, of iridological 
analysis to identify a hearing loss was 59% (n=16/27), whilst the specificity, reflecting the true negatives, 
was 81% (n=21/26). This indicates that iridological analysis was more efficient in identifying normal 
hearing than hearing loss.  
According to statistical analysis of all 53 cases, using the chi-square test, a significant (p,0.05) 
relationship was evident between the iridological result and the actual hearing status of subjects.  
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                Figure 2: Correct and incorrect identification of hearing status by iridological  
                     analysis (n = 53) 
 
 
 
Discussion 
 
This study indicated a statistically significant relationship between iridological analysis and actual 
hearing status with better efficacy for correctly identifying normal hearing compared to sensorineural 
hearing loss, in a group of adolescents. It is important therefore to compare the efficacy of iridology as a 
screening technique for hearing loss, to existing techniques. The most common audiological screening 
procedure for subjects who can provide behavioural responses is pure tone audiometry. According to 
Wallace & Laurenzo (2005), sensitivity of pure tone audiometric screening is 92%, whilst the specificity is 
94%. Screening techniques used for neonates and young infants who cannot provide behavioural 
responses include Oto-Acoustic Emissions (OAE) and Automated Auditory Brainstem Responses (AABR) 
(Stach, 1998). According to Watkin (2003), sensitivity and specificity of OAE are >97.5% and 94% 
respectively. A study conducted by Plinkert et al. (1990) showed OAE sensitivity to be 90% and specificity 
to be 91%. The sensitivity of AABR screening in newborns is estimated at or near 100%, whilst the 
specificity average is approximately 98.5% according to a Colorado screening program (Mehl & 
Thomson, 1998; Mehl & Thomson, 2002).  
The accuracy with which these screening procedures are able to identify cases with normal 
hearing and hearing loss is significantly higher compared to the results of iridological analyses in the 
present study. The sensitivity rates of existing screening techniques are as much as 40% better than 
those obtained using iridological procedures, whilst the specificity rates are approximately 10-15% higher 
than those obtained in this study. Although the efficacy of iridological analyses was statistically significant, 
it is clear that iridological analyses alone do not provide sensitivity and specificity rates which are 
comparable to those of existing audiological screening procedures, although a technique like iridology 
may well be a less expensive.  
Possible contributing reasons for poorer sensitivity and specificity rates when using iridological 
procedures compared to audiological procedures, may be attributed to the following. Whilst audiological 
screening procedures, such as OAEs or AABRs are objective, iridological analyses are subjective, which 
may result rely heavily on experience and training. Since this was a pilot study comparisons could not be 
made between judgments’ across iridologists. 
Some limitations to the current study are also evident in the limited sample of irises that could be 
analyzed after 47 photographs were discarded due to poor image quality. In addition to this, according to  
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some reports, photographic imaging of the eye is inferior to viewing the iris through slit lamp microscopy 
when doing iridological analyses (Caradonna, 1996). This method of iridological analysis is, however, not 
universally agreed upon as the most efficient. Certain authors state that photography allows for features 
in the iris to be enlarged allowing examination of precise detail (Buchanan et al., 1996). Another possible 
limitation of the current study is the fact that the iris colors were not matched in the hearing impaired and 
normal hearing participant group. Colors of irises in individuals may vary along a continuum and this 
needs to be controlled for in order for a true controlled trial to be performed (Buchanan et al., 1996). 
The fact that a single iridologist assessed the irises and that only Jensen’s chart of iridology was 
used in the analyses could also be a limitation of the current study. Although this is the most commonly 
used chart by iridologists (Hall, 1980), there are various other charts of iridology, such as Deck’s chart of 
iridology, that at times indicate differences in mapping (Buchanan et al., 1996). This poses the problem of 
inter-chart variability, which may result in differences in classification when using different charts. Training 
in iridological analysis for hearing loss identification by the careful study of hearing impaired individuals’ 
irises may result in improved outcomes and the initial results of this study warrants further investigation.  
 
Conclusion 
 
This exploratory study revealed some initial promise in screening for hearing loss using 
iridological procedures with a significant relationship between actual hearing status and iridological 
analysis.  The efficacy of the technique, in terms of sensitivity and specificity, does not however compare 
favorably to existing audiological hearing screening procedures but initial results warrant further study. 
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